Summary
We describe two patients with diabetes mellitus and associated neuropathy, who presented with painless foot swelling and no history of trauma. X-Rays revealed recent underlying fractures -in one of a metatarsus, and the other of a proximal phalanx. These were assumed to be 'stress' fractures unassociated with pain because of the severe sensory neuropathy. Though Clinic with painless swelling of the left second toe, of three days duration. There was no history of trauma. On examination the toe was swollen and slightly warm, but there was no other evidence of infection. Signs of marked sensory loss in the feet were still present, especially of touch and pain sensation. An Xray of the toe showed a fracture of the proximal phalanx (figure 1). With rest and support, the swelling subsided and the fracture healed radiologically over the next two months. considered, but an X-ray showed a fracture of the shaft of the second metatarsus (figure 2). Over the next month the swelling subsided and the fracture united radiologically. The patient could remember no episode of injury to account for the fracture.
Discussion
Both these patients had severely neuropathic feet, complicating IDDM in one and NIDDM in the other. In neither was there evidence of Charcot-type neuro-arthropathy, nor significant radiological osteopenia. Both presented with localised swelling which was quite painless, and in neither was there any history of significant trauma. Before X-rays were performed, diagnoses such as cellulitis and gout were considered. Various foot fractures have been described as complications of diabetic neuro-arthropathy,'-' but fractures appear to be much less common in simple sensory neuropathy. Thus, El-Khoury and Kathol4 described six diabetic patients with neuropathic foot fractures, but four were associated with Charcot joints, and one with sepsis. Johnson,' in a classic report from 1967, described fractures and joint injuries in 118 patients with neuropathic feet. Most, however, had tabes dorsalis, and only 10 of the series were diabetic. Details of all these cases were not included, but most appeared to be associated with neuro-arthropathy. More recently, Krentz and colleagues6 reported on four diabetic patients with neuropathic foot fractures, all of which were painful; one occurred with neuro-arthropathy. Cundy et al7 reported X-ray examination of 19 diabetic patients with severe neuropathy, compared with 22 diabetic control patients without neuropathy. Most patients had IDDM, and diabetes was of long duration (mean 21 years in the neuropathic group). Four neuropathic patients (21%) had metatarsal fractures, and two other patients developed similar fractures in the 18 months following the study. There were no fractures in the control group. Though only two of the patients with fractures described related trauma, all fracture patients presented with an 'aching, hot, swollen foot'.
From the above review, it can be seen that in nearly all cases of diabetic neuropathic foot fractures, there is associated neuro-arthropathy, and also usually pain. Our patients are therefore unusual in that the fractures were entirely painless, occurred in the absence of trauma, and were not associated with neuroarthopathic joints. Fractures should therefore be considered in any patient with diabetic neuropathic feet who presents with foot swelling, regardless of the presence or absence of pain or a history of trauma. An X-ray is mandatory, and may prevent fruitless searches for alternative causes. 
